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Although profoundly changed as a result of terrorist
acts, most survivors of mass violence or those who
have lost loved ones as a result of terrorism do not
develop significant mental health problems or dis-
ability. As is the case with any trauma, a relatively
small but salient percentage of survivors of terror
will develop chronic mental health problems, such
as posttraumatic stress disorder (PTSD). Any mental
health strategy or plan needs to take into account
the number of affected individuals, the available
treatment resources, and the research literarure: 1f
resources were unlimited, we would atterpt to
hasten recovery and promote adaptive functioning
in every survivor of terrorism. However, in most
mass violence contexts, too many affected indivi-

“ duals exist, typically coupled with a lack of well-
trained professionals. As a result, secondary pre-
vention of chronic mental health problems and
functional disability in those most at risk is the
priority. In addition, resources should be devoted to
providing evidence-based tertiary prevention for
those terror survivors who develop chronic psy-
chiatric problems.

A range of interventions may be useful to pre-
vent or address the negative psychological impact of
exposure to terrorist incidents. In the following
sections we examnine findings from the literature on

Evidence-Based Interventions
for Survivors of Terrorism

acute stress disorder {ASD) and PTSD in terms of
their implications for postterrorism intervention.
We also discuss prevention and treatment research
related to the management of traumatic bereave-
ment and alcohei problems. Moreover, we review
current thinking about disaster mental health care
and suggest ways of improving care. Attention is
given to individual, group, and community-scale
interventions during the emergency, early, and later
perieds of the terrorist event. Special challenges of
service delivery in the postterrorism environment
are also explained.

Although mental health practitioners generally
agree about the need to use empirically supported
intervention methods, to date the outcome research
examining services for terrorism and disaster sur-
vivors is limited. Few of the components of disaster
mental health services have been evaluated, and the
methodological base of much of the existing re-
search is not sufficiently strong to support clear
recommendations. Therefore, in this chapter we
discuss and extrapolate from evidence-based in-
terventions that have been applied to trauma-
related psychological problems in contexts other
than terrorism and disaster and emphasize inter-
vention methods that, if not evidence based, are at
least consistent with current evidence and theory.
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Evidence-Based Interventions for
T_rauma—Re[ated Probliems

Evidence-Based Treatment for
Posttraumatic Stress Disorder

A considerable body of evidence from randomized
conirolled trials supports the efficacy of cognitive-
behavioral therapy (CBT} for acute and chronic
PTSD. CBT entails a package of interventions de-
signed to promote stress and affect management,
assimilation and accommodation of the meaning
of traumatic experiences, and processing of the
emotional residue of trauma. CBT entails prolonged
exposure g trauma memories and various {orms of
cognitive restructuring, which involves challenging
maladaptive cognitions rélated to the trauma and
replacing these with healthier alternative thoughts.
Prolonged-exposure therapy, which involves a re-
peated therapeutic reliviug of traumatic experiences
to facilitate emotional processing, is often con-
sidered the sine qua non of any eftective treatment.
However, stress inoculation {applied stress man-
" agement} and cognitive therapy alone have heen
shown to be as effective (e.g., Ehlers & Clark, 2003;
Foa et al., 1999).

Prolonged-exposure CBT treatments have been
found to significantly decrease PTSD syrptoms in
a range of survivor populations, including Viemam
veterans (Cooper & Clum, 1989, Keane, Fairbank,
Caddell, & Zimering, 1989; Boudewyns & Hyer,
1990; Glynn et al., 1969), female sexual assault
survivors (Foa, Rothbaum, Riggs, & Murdock,
1991; Foa et al., 1999; Resick, Nishith, Weaver,
Astin, & Feuer, 2002), and survivors of varied
traumas (Marks, Lovell, Noshirvani, Livanou, &
Thrasher, 1998). Cognitive restructuring has been
demonstrated to be effective in studies of survivors
of mixed traumas {Marks et al., 1998; Tarrier, Pii-
grim, et al., 1999}, and stress inoculation training
(i.e., an anxiety management treatment that makes
use of techniques such as breathing, muscle re-
lazation, and calming self-talk) has performed well
with female sexual assault survivors (Foa et al.,
1991; Foa et al., 1999). Resick et al. (2002) have
demonstrated significant improvements in female
Tape survivors using coguitive processing therapy,
a manualized form of CBT in which elements of
exposure and cognitive therapies are combined.

While these studies evaluated individual treat-
ment, there have also been several investigations of

group trauma—focused interventions, although only
twao known studies were randomized controlled
trials. Zlotnick et al. (1997} randemly assigned 48
female survivors of childhood sexual abuse with
PTSD to either a 15-week affect-management group
or a wait-list control condition. Participants re-
ceived individual therapy and psychotropic medi-
cation beginning 1 month before and throughou:
the study. Those who compleied the group re-
ported signthcandy fewer PTSD symptoms com-
pared to those in the control condition. Schnurr
et al. (2003) conducted a multsite randomized and
controlled trial of group therapy tor PTSD in Viet-
nam veterans (n == 360). Veterans were assigned (o
either trauma-focused group therapy or to present-
centered proup treatment, in which participants
were explicitly instructed not to discuss their trau-
ma. Weekly groups were held for 30 weeks, fol-
lowed by a tapered treatment of one session per
month for 5 months. Results indicate that PTSD
symptoms improved [rom baseline, with 40%
of participants demonstrating significant changes
in symptoms; however, there was no significan!
difference between the trauma-focused and the
presernt-centered groups. When excluding parrici-
pants who did not attend a sufficient number of
treatment sessions, resuits indicate that avoidance
and numbing symptoms were reduced more in
trauma-focused group participants, although drop-
oui rates were higher in this group.

Applications to Terrorism

CBT is the prescriptive trearment for PTSD. 1t is
important to note that not everyone is helped by
CBT and that positive symptoms {(e.g., intrusive
thoughts} are more likely to improve than negative
symptormns (e.g., avoidance). Furthermore, because

" PTSD is a chronic problem for many, we should not

assume that people necessarily regain their pre-
trauma functioning completely. Given these quali-
fiers, for those who are traumatized as a result of
their exposure to a terrorist attack and develop
PTSD, some variant of CBT would arguably be
useful. Future randomized controlled trials should
confirm this expectation.

Studies are needed to demansirate the efficacy
of group treatment following a terrorist attack. The
existing studies demonstrate symptom improve-
ment regardless of the modality of therapy. One
possibility is that the cracial ingredient in symptom
improvement is the support that group therapy
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offers, given the absence of other forms of treat-
ment. However, in at least one of the group studies,
participants were receiving concurrent individual
and psychopharmacological interventions. Overall,
group therapy seems to be better than no treatment
and in and of itself is a cost-effective intervention;
however, in the besi-case scenario, group therapy
should perhaps be utilized in conjunction with
individual treatment.

To date, there is only one study of a group
intervention for survivors of a terrorist attack. This
was conducted in Israel following an attempt to
use a Palestinian vehicle hlled with explosives to
blow up an Israeli bus (Amir et al., 1998), The 15
women participating in group debriefing plus brief
group psychotherapy were not injured in the at-
tack and participated in six group sessions in the 2
months following the attack. The group included
psychological debriefing (i.e., each woman spoke
about her memories of the trauma in a safe en-
~ vironment}, normalization of feelings, discussion
of coping strategies, cognitive restructuring, and
a focus on return to pretrauma functioning.

Symptoms were assessed 2 days, 2 months, and
6 months after the terrorist event. PTSD symptoms
improved at 2 and 6 months when compared to 2
days after the event. At the 6-month follow-up, 27%
of participants met all of the criteria for a PTSD
diagnosis. Due to the lack of a control group and
nonrandormized design, it is difficult to ascertain
whether improvements in symptoms were due to
the natural course of recovery or to the intervention.
While this intervention employed a combination of
psychological debriefing and group psychotherapy
immediately following exposure to a terrorist event,
there is emerging consensus that psychological
debriefing is contraindicated on empirical and
conceptual grounds directly following exposure to
trauma (e.g., Litz & Gray, 2004).

Evidence-Based Treatment
for Traumatic Grief

Prigefson et al. (1999) have proposed that trau-
matic grief is a distinct disorder (i.¢., separate from
PTSD, depression, or other anxiety disorders) and
offered a classification system by which clinical
problems with traumatic grief or complicated be-
reavement can be identified. According to this
taxonomy, to receive a diagnosis of traumatic grief,
a person must experience the death of a loved one

and report three of the following four symptoms:
imirusive thoughts about the deceased, yearning for
the deceased, searching for the deceased, and/or
loneliness as a result of the death. Additionally, the
person experiences a host of other possible symp-
toms (e.g., purposelessness, numbness, difficulty
acknowledging the death), with symptoms lasting
at least 2 months, and the disturbance needs to
cause significant impairment in functioning. Clin-
ically, many of the symptoms and problems of
traurnatic grief are conflated with PTSD symptoms,
but clinicians may mistake traumatic bereavernent
for PTSD, which is inappropriate because the latter
disorder fails to capture the unique problems that
result from loss {e.g., Neria & Litz, in press; Ra-
phael, Minkov, & Dobson, 2001). Becauge of the
possible sheer magnitude and the horrific nature of
deaths due to terrorism, traumatic grief is impor-
tant to examine as a separate clinical problem in
relation to coping with loss in the context of ter-
ToTist events.

There are few systematic and specialized treat-
ments for traumatic grief. Shear et al. (2001) have
developed a treatment that is a combination of
interpersonal therapy for depression and CBT for
PTSD. These researchers conducted an uncon-
trolled, 16-session pilot study of their treatment
with people suffering trom traumatic grief. Imaginal
and in vivo exposure were the prirary strategies for
grief reduction (e.g., listening to audiotaped per-
sonal accounts of trauma, in vivo hierarchies of
painful contexts). Additionally, Shear et al. (2001)
used interpersonal therapy techniques to help
victims reengage with others. After 4 months of
treatrment, reduction of grief, depression, and an-
xiety symptoms was reported; however, the authors
have not reported follow-up data, thus the long-
term efficacy of this treatrnent is unknown.

The large dropout rate of those who lost loved
ones as a result of a traumatic incident is worri-
some; as a result, it is unclear whether this treat-
ment is appropriate for people who may lose a
loved one to an act of terror. Additional limitations
include the older age of completers, the length of
time since the death of the loved one {i.e., the
mean was 3 years), and assumptions that partici-
pants experience avoidance as a hallmark symp-
tom of traumatic grief, as demonstrated by the
decision to employ in vivo hierarchies (i.e., the
opposite may be true; people may be constantly
thinking about the deceased and/or have intrusive
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thoughts of the deceased). It is also unclear whe-
ther 1his treatment generalizes to younger people
who have unexpectedly lost a loved one as a result
of a senseless act of terror rather than losing a
spouse or parent to old age.

Two randomized, noncontrolled trials of gui-
ded mourning for “maorbid grief” (i.e., grief result-
ing from the loss of a significant other in which

symptoms persist for more than a year) resulted in .

grief symptom improvement for the intervention
and control groups, suggesting no differential im-
pact of reatment (Mawson, Marks, Ramm, & Stern,
1981; Sireling, Cohen, & Marks, 1988), Partici-
pants received six sessions of either a guided
mourning or antiexposure intervention. Those in
the guided mourning group were instructed to
participate in tasks involving exposure to avoided
cognitive, affective, and behavioral cues (e.g., view-
ing pictures of loved ones, writing letters to the
deceased). Conversely, the antiexposure group was
-encouraged 1o focus on the future rather than
thinking about the past and to avoid all reminders
of the deceased. Participants in both groups were
assigned between-session tasks and were en-
couraged ro engage in new activities, Results in-
dicate that individuals in both groups demonstrated
improvement on a number of variables ar several
intervals, up 1o 9 months posttreatment (Sireling et
al., 1988}. Overail, the exposure group performed
significantly better than the antiexposure group
only on a bereavement-avoidance task, as well as
some measures of distress to bereavement cues (out
of a total of 29 outcome measures). One possibie
conclusion is that support and encouragement to
engage in new daily activities are the critical ther-
apeutic ingredients that facilieated improvement.
Limitations include failure to report modes of death
of loved ones and the assumption that bereaved
people avoid thoughts of the deceased (similar to
Shear et al., 2001).

There have also been group interventions for
those who may experience traumatic grief. For ex-
ample, Murphy et al. (1998} conducted a 10-week,
randomized, controlled trial for parents who lost
a child to homicide, suicide, or accident. Parents
participated in 2-hour treatment sessions, In the
first hour of each group, parents learned skills
pertaining to actively confronting problems {e.g.,
ways to release anger), respecting differences in
mourning, closure {e.g., writing down thoughts and

feelings), and self-care. In the second hour, they
shared death-related experiences and received
emotional support and assistance in reframing the
death and its consequences, The intervention re-

“sulted in differential effects for mothers and fathers.

with mothers improving on 80% of mental distress
measures, including depression, anxiety, and fear.
Conversely, fathers improved on fewer than 50%
of the measures. Additionally, higher self-efficacy,
self-esteern, and positive reinterpretation of events
at baseline predicted lower mental distress up to 2
years later for both mothers and fathers.

Furthermore, repressive coping predicted
greater mental distress for fathers, and Murphy
et al. {1998) postulate that repression of feelings in
fathers may be difficult to reduce because of gender
socialization and may contribute to some of these
gender differences. Although mothers seemed to
improve, when compared to the control group,
there were no significant differences for either
parent on any of the outcome measures (i.e., mental
distress, trauma, loss accommodation, physical
health, and marital satisfaction). When the resuits
were parsed by level of distress, the intervention
was beneficial for mothers with higher mental dis-
tress and grief at baseline. However, this may be a
case of regression to the mean. Conversely, fathers
with higher levels of PTSD at baseline did worse
than contrel group fathers, which is of concern and
may demonstrate that intervention should vary by
gender.

Several potential moderators of treatrment out-
come were examined in a trial of complicated grief
treatmert among inpatients (n=139) that were
randomiized into either interpretive (i.e., explora-
tion of interpersonal and/or intrapersonal conflicts)
or supportive (i.e., sharing ol coping strategies)
short-term group therapy (Qgrodniczuk & Joyee,
2004; Piper, McCallum, Joyce, Rosie, & Ogrod-
niczuk, 2001). Similar to Murphy et al. {1998),
Ogrodniczuk & Joyce (2004) found that women
had better outcomes than men following treatment.
They report that men were less committed to their
therapy groups and perceived by other group
members as less compatible than women {(Ogrod-
niczuk et al., 2004), which may suggest that men
need different types of treatment or that separate
gender groups may be most beneficial.

Several other factors contributed to improve-
ment in symptoms following group including
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personality factors (Ogrodniczuk, Piper, Joyce,
McCallum, & Rosie, 2003}, perceived social sup-
port from frends (Ogrodniczuk, Piper, Joyce,
McCallum, & Rosie, 2002}, interpersonal factors
(Ogrodniczuk, Piper, McCallum, Joyce, & Rosie,
2002), and level of engagement in the group
(Ogrodniczuk & Piper, 2003). More specifically,
extraversion, consclentiousness, OPenness, secure
attachment to the deceased, and recent social rcle
Junctioning were positively associated with symp-
tom improvement, and neuroticism was negatively
associated with symptom improvement (Ogrodnic-
zuk, Piper, McCallum, et al., 2002; Ogrodniczuk
et al., 2003). '

Two group studies were conducted with
grieving adolescents.” The first included African
American adolescents exposed to homicide and
consisted of a 10-week group therapy intervention
aimed at teducing PTSD symptoms (Salloum,
Avery, & McClain, 2001). Participants received
psychoeducation about grief and trauma and were
encouraged to share their thoughts and feelings
about death. They were alsc taught about normative
grief reactions, healthy coping techniques, safety,
anger management, and ways 10 access support,
utilize spirituality, and focus on future goals, Fol-
fowing the intervention, group members reported
decreased reexperiencing and avoidance symp-
toms; however, there were no improvements in
" level of arousal. Interpretation of this study is greatly
limmited because of the lack of a control group and
the absence of randomization. This study was also
Hmited due to a large range of time since death
" (1-10 years). Rynearson, Favell, Gold, and Pri-
gerson (2002) conducted a similar 10-session ado-
lescent group study with incarcerated youths who
had experienced the violent death of a friend or
family member. They surveyed a wider range
of outcome variables (e.g., depression, grief, and
- PTSD symptoms), all of which significantly de-
creased following intervention. Major limitations
include lack of a control group and random as-
signiment to condition as well as a small sample size.
Additionally, Rynearson et al. (2002} failed to

describe the type of treatment provided, although

a treatment manual is available upon request.

Applications to Terrorism

Treatment research for traumatic grief is in its in-
fancy, and major methodological problems limit

what can be gleaned from this literature. Some
promising treatment approaches have been devel-
oped (e.g., Shear et al., 2001), but rigorous tests of
these approaches are necessary before they can be
recommended. Furtherimore, given thai individual

- or group treatment studies have not been con-

ducted with people who have lost a loved one due
to terrorism, the generalizahility to such events
is questionahle. The one treatment study that in-
cluded people who suffered loss from traumatic
means teported the highest dropout rates {Shear
et al., 2001). One possibility is that timing is a
crucial aspect of these interventions and the most
optimal timing of delivery is simply unknown;
another is that existing individual reatments for
traumatic grief do not generalize to those who have
lost a loved one due to traumatic mears.

Another possibility is that loss due to traumatic
events represents a syndrome that is different from
what has been traditionally delined as complicated
bereavement, which can be associated with any type
of loss (many studies of complicated bereavement
include large numbers of widows and widowers
who lost a loved one due to #llness and/or old age).
For example, when someone loses a loved one by
traumatic means such as terrorism, the person is
likely to experience excruciating intrusive thoughts
about the deceased and, as a result, is likely to avoid
reminders or triggers of these painful memories. In
the case of terrorism, the intrusive thoughts will
likely involve the means by which the loved one was
killed. Thus, arguably, when scmeone dies as a
result of terrorism, the clinical picture of the sur-
vivor is an amalgam of traumatic grief and PTSD,
with both avoidance of images and reminders and
intrusive thoughts of the loved one, especially if the
deceased person was horrifically injured in the
process.

Murphy et al. {1998) conducted groups with
parents who had lost their children, who most
closely represent people who have lost a loved one
due to traumatic means such as terrorism. Un-
fortunately, compared to controls, the parents who
received the intervention did not improve on any
of the outcome measures. One possibility is that
the support they received and the skills they were
taught through the group were useful, but being
exposed (o stories of how other children died may
have been retraumatizing. Future studies should
investigate which treatment modality works best
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for which group following the loss of a loved omne
due to terrorism.

Interventions that atternpt to create or foster
the use of social supports (e.g., support groups
of similarly bereaved peaple) may be especially
helpful given that social support is inversely related
to symptoms of traurnatic grief (Spooren, Hender-
ick, & Jannes, 2000). However, women may ben-
efit from group interventions to a greater extent
than men, and these gender differences should be
exarnined.

Arguably, exposure-based interventions may
facilitate recovery for those traumatically bereaved
individuals wha avoid thinking about the deceased,
the mode of death, or other reminders of the death
(as compared to those who are nonavoidant).
However, not everyone who suffers from traumatic
grief experiences may exhibit avoidance as a pre-
dominant symptom pattern, so this should be
carefully assessed, and treatment should be tailored
accerdingly. In addiiion, it should not be assumed
that avoidance and suppression are necessarily
signs of psychopathology. There is emerging con-
sensus in the bereavement literature that evasion of
painful affect can lead to positive outcomes from
loss (e.g., Bonnano, 2004). 1t is likely that tradi-
tional CBT methods of reducing avoidance, such as
imaginal and in vivo exposure, need to be carefully
reconsidered. There may be cases that require ex-
posure-based interventions because the functional
impairments entail gross restrictions in functioning.
Intense forins of emptiness, numbness, and despair
may be addressable by behavioral activation stra-
tegies that promote active engagement with plea-
surable activities.

The optimal timing of delivery of interventions
for loss by terrorism is entirely unclear. Indeed, the
timing of interventions with a bereaved population
has been noted as a confounding variable in sev-

eral studies {see Schut, Stroebe, van den Bout, &

Terheggen, 2001). Some studies highlight the im-
portance of allowing the grieving process to unfold
naturally so that the bereaved can heal with time
and find sources of support independently of
recetving treatrmnent; however, the dearth of con-
trolled srudies limits the ability to draw firm con-
clusions abour intervention riming. Although there
are clearly significant challenges inherent in con-
ducting randoraized clinical trials with this popu-
lation, more rigorous tesis of these approaches

with those who have lost loved ones due to ter-
Torism are necessary to evaluate their efficacy (see
Litz & Gibson, in press).

Evidence-Based Treatments
for Alcohol Abuse

Research has esiablished a link between trauma
exposure, chronic PTSD, and alcohol consumption
(Ouimette & Brown, 2002). Some evidence also
indicates that alcohol consumption may increase
following exposure to trauma (e.g., Burnam et al.,
1988; Kilpatrick, Acierno, Resnick, Saunders, &
Best, 1397) and disaster/terrorism events (North et
al., 2002; Vlahov et al., 2002; Grieger, Fullerton,
& Ursano, 2003; Vlahov, Galea, Ahern, Resnick, &
Kilpatrick, 2004). For example, increases in alco-
hol consumption were rteported by 25% of a
sample of Manhattan residents 58 eight weeks
followinig the 9/11 attacks (Viahov et al., 2002),
and increased drinking remained in evidence at &
months (Vlahov et al., 2004). Grieger, Fullerton,
and Ursano (2003) also reported increased use of
aleohol in survivors of the 9/11 terrorist attack on
the Pentagon.

In the context of terrorism and disaster, mental
health providers may be confronted by survivors

“who have increased their consumption of alcohol.

For those whose drinking increases to problem le-
vels, it is important for alcohol consumption to be
explicitly addressed. In fact, a large literature sup-
ports the effectiveness of relatively brief treatments
in teducing consumnption {e.g., Moyer, Finney,
Swearingen, & Vergun, 2002; Dunn, 2003). Noi
much is yet known about how trauma survivors
generally or terrorism survivors in particular will
respond o these approaches. One study has de-
monstrated that a single 30-minute interview with
patients admitted 1o a trauma center for treatmen
of injury who screen positive for excessive alcoho!
use can reduce alcohol consumption in those with
existing alcohol problems (Gentilello et al., 1999).
This intervention consisted of a motivational in-
terview that explored personalized feedback abou
a patient’s drinking hakits. Quantity and frequency
of consumption were compared to national norms,
level of intoxication at admission was related to
injury risk, negative consequences of alcohol as
indicated on the screening tools were discussed,
and negative physical consequences based on
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abnormal laboratory test results and {evel of alcohotf
dependence based on questionnaire assessment
were reviewed. The interviewer also stressed in-
dividual responsibility for reducing drinking, of-
fered a menu of strategies for change, and provided
a list of treatment resources in the local community.
While this array of individual assessment informa-
tion would not be available in crisis counseling
situations, the general principles of review of in-
dividual drinking habits and consideration of op-
tions could be applied.

It is not known how best to provide such
education following terrorist attacks. Possibly, brief
educarion to reduce consumption can be supplied
by media. A study conducted by Acietno, Restick,
Flood, and Holmes (2003} suggests that a 17-
minute educational video delivered shortly fol-
lowing rape may be capable of reducing postrape
substance abuse. The low-cost, easily administered
educational intervention reduced the likelihcod of
marijuana abuse at 6 weeks, and there was a trend
for the video to be associated with less alcohol
abuse among women with a prior history of alcohol
or marijuana use. Single-occasion interveniions,
whether provided via media or face-to-face contact,
can be expected to have limited impact for some,
and additional follow-up contacts may increase the
impact of helping efforts. In another study of an
intervention based on motivational enhancement

{(Miller & Rollnick, 2002}, Longabaugh et al.
{2001) reported that a 40-60 minute intervention
plus a booster session was more effective in redu-
¢ing alcohol-related negative consequences in pa-
tients seeking emergency medical care than
standard care or a single-session intervention.

Disaster responders will also see those who
may be at elevated risk for relapse into preexisting
problems following exposure to a tetrorist attack.
Those who are in recovery from substance abuse
problems, especially those recently abstinent, may
benefit from monitoring and intervention to pre-
vent relapse. Those who relapse should be referred
for evidence-based treatment.

Conclusions
Given the considerable body of evidence support-

ing the use of CBT methods in treating PTSD, with
some evidence of generalizability of these methads

te terrorism-related PTSD (Gillespie, Dully, Hack-
mann, & Clark, 2002), these approaches should
perhaps be offered to terrorism survivors who have
developed PTSD. Traumatic grief interventions are
in the early phase of development and should be
regarded as exploratory in the context of terrorism.
However, given the need 1o offer help to those who
experience traumatic grief in that context, there
may be sufficien: anecdotal evidence frem the

- manualized treatment of survivors of 9/11 to war-

rant consideration. Finally, brief alcohol reduction
interventions conducted in a hospital trauma cen-
ter have been effective, suggesting the possible
utility of such interventions among survivors of
terrorism and disaster.

Most of the research on the treatment of PTSD
is for survivors whose problems have existed for
some time. Thus, the current evidence base largely
fails ro speak to the real world of delivery of ter-
rorism and disaster services, in which services may
be provided immediately afrer an event and in the
first weeks and months alter 2 trauma. In the next
section, we describe more comprehensively the
range of interventions that should be considered
and comment on them from the standpoint of
current research and theory.

Toward an Integrated
Intervention System

Features of a System of Care

Stepped Care

Puring and after terrorist attacks and in situations
of ongoing threat of attack, people’s need for as-
sistance will vary widely, depending on aspects
of their exposure, history, biology, personal re-
sources, and the recovery environment. While ir is
expected that most people wilt continue to function
well without intervention or will experience initial
acute stress reactions but will recover without for-
mal help, some wili not. The challenge is to find
better ways of matching people to services based on
the nature and degree of their needs.

Many current postterrorism contacts between
survivor and helper take place in a relatively in-
formal meeting; on-scene, at an emergency shelter,
or in the context of a community outreach visit.
In these meetings, the helper offers suppor,
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psychological first aid, and brief educational infor-
martion. In fact, 2 one- or two-session brief coun-
seling approach characterizes much of current-day
disaster crisis counseling.

For those who have developed significant pro-
blems, it is likely that multiple-session interventions
will be more helpful than a single cantact. Some
problems may require only two to five sessions. For
those who do not improve following this level of
help, sustained expert mental health care is indi-
cated. This “stepped-care” approach matches people
to a level of care in part based upon response to
eatlier steps and reduces the likelihood of unneces-
sary and inappropriate treatment (cf. Haaga, 2000).

Individual and Group Interventions

Interventions to prevent postterrorism problems
must be delivered in a variety of interpersonal
contexts. Most education and support will likely be
provided in the context of individual contacts be-
tween disaster menta]l health workers or other
community providers and survivors, and, to date,
most of the efforts to develop trauma-related
interventions have focused on individual care. How-
ever, in many postterrorism environments, indi-
vidual care may be difficuit to deliver (e.g., due
to large numbers of affected persens, insufficient
availability of mental health providers, or cost
constraints), and group interventions provide a
potentially cost-effective aliernative.

Groups may be used scon after a terrorist
attack or disaster to provide education, mobilize so-
cial support, and teach skills for coping with stress
reactions and other posttrauma chailenges. Com-
pared with one-on-one services, they may be able to
more effectively hamess some important helping
processes, including social support and social mod-
eling. When terrorism survivors are part of an existing
group that will continue functioning as a unit {e.g.,
work colleagues), the group will effectively act as part
of the ongoing recovery environment, and members
can be encouraged to support one another. In such
a cireumstance, group cohesion may sexve a protec-
tive function and so may be useful as a targer for
helping efforts. When group structures permit mul-
tisession contact, educational messages can be re-
peated, suppottive relationships among members can
be strengthened, and recovery behaviors and skills
can be shaped and reinforced. At a later time, group
psychotherapies may represent an effective means
of treating chronic PTSD (Foy et al., 2000).

To date, terrorism and disaster-specific group
interventions require additional development and
evaluation. The primary model of early group in-
tervention to reduce the impact of trauma is group
stress debriefing (Raphael & Wilson, 2000), but
there is no evidence that this approach prevents
PTSD {e.g., McNally, Bryant, & Ehlers, 2003), and
in our view this approach is inappropriate because
it is a single-session intervention that does not
screen participants in any way for tisk or need and
there is no systematic vehicle to stepped care (Litz,
Bryant, & Adler, 2002). Other group approaches
for early disaster care (e.g., Ruzek, 2002b), dis-
aster-related PTSD (e.g., Young, Ruzek, & Ford,
1999), and disaster-related sleep difficulties (Kra-
kow et al., 2002) have been described.

A special case of group-related social support is
the self-help or mutual aid group. When survivors
join together to help one another, they can do much -
to provide rmutual emotional support. For exarnple,
after the events of 9/11, families who lost loved ones
in the' World Trade Center attacks linked with fa-
milies who experienced losses due to the bomb-
ing of the Oklahoma City federal building. Mutual
aid groups can help members reestablish a sense
of control over events and sometimes go beyond
support functions to address political or legisla-
tive issues affecting themselves and their com-
munity.

Generally, in communities affected by terror-
ism, efforts should be made to restore a sense of
controf to survivors by helping them to take prag-
matic action to improve their situation, sirengthen
perceived safety, and rebuild their community.
Glass and Schoch-Spana (2002, p. 219) have sug- -
gested that naturally cccurring civic, occupational,
or information networks should be seen as “a po-
tential conduit for organizing or facilitating public
responses that are beneficial,” related to informa-
tion dissemination, outbrezk monitoring, resource
distribution, and survivor care. For example, var-
ious community networks could be mobilized to
distribute anubiotics, convene vaccination gather-
ings, or organize home visits. A potentially im-
portant role for mental health providers is to help
facilitate the development of self-help activities by
survivor groups. Depending on the situation and
the receprivity of the survivors, mental health
providets could educate them about reactions to
terrorism and ways of coping and provide advice

“on group structure and function.
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Phase-Specific Care

service delivery needs will evolve over time as on-
scefle support moves toward acute helping re-
sponses, then to the provision of early mental
licaicth services, and finally to the detection and
delivery of care to those who develop enduring
mroblems as a result of their exposure to terrorism.
services delivered immediately after the act of
1errorism or other disaster, those organized in the

lirst weeks and months after the event, and those |

made available in the longer term will differ
greatly. The earliest efforts will focus on psycho-
logical first aid appropriate for most survivors. [f
problems appear severe or disabling or if they
persist past the initial postevent period, brief crisis
counseling is an option. If brief several-session
help is insulficient to resolve problems, referral
{for mental health treatment may be warranted.
Changes in service delivery over time reflect the
changing needs of survivor populations and the
fact that early posttrauma support may be useful
for many survivors, while more intensive help at
later times will be required by fewer persons.

Components of Care

© Psychological First Aid

There is widespread agreement on the importance
of “psycholagical first-aid” (PFA) in the immediate
aftermath of terrorist events (National Institute of
Mental Health, 2002). PFA is an umbrelia term for
a variety of helping activities designed to contain
distress and reduce acute stress responses, It in-
cludes restoration of sleep, reconnection of survi-
vors with loved ones, and direction to helping
resources (Litz et al., 2002). Figure 18.1 shows a
fist of early steps to provide for basic needs and
PEA (Veterans Health Administration, 2003).
These activities, although difficult to study em-~
pirically, are believed to be helpful and are widely
judged as unkikely to cause additional harm, Some
may lend themselves to more systematic develap-
ment and delivery. For example, efforts to reduce
immediate anxiety may benefit from the applica-
tion of methods of anxiety management, such as
simpie training in deep breathing, which may be
useful to offer more systematically to disaster
survivors experiencing hyperarousal. -

For a variety ol reasons, there is a growing
relucrance to go beyond this kind of pragmaric

help to provide more formal mental health inter-
ventions in the first days following exposure. Ex-
ceptions include providing treatment to those who
are in danger (e.g., psychotic, suicidal) and those
whose initial responses are extreme (c.g., intense
panic) and who may benefit from short-term medji-
cations. However, with regard to most survivors,
no single-session interventions that can be ad-
ministered very soon after irauma have yet been
shown to be effective in preventing later problems
{Bisson, 2003).

Screening, Triage, and Referral

In the immediate aftermath of terrorist events,
helping resources are likely to be very limited; thus
more intensive psychological care must be re-
served for those most in need. Initial triage efforts
depend on the ability to differentiate between
those whose problems require immediate help and
those who may not require urgent care. When
terrorist evenis involve biological or chernical at-
tacks, the identification of those in need of more
interisive care will be especially difficult. Emer-
gency medical facilities may be overwhelmed by
large numbers of help seekers. For example, fol-
lowing the Aum Shinrikyé cuit sarin attacks in 15
Tokyo subway stations, approximately 3.000 peo-
ple sought emergency care; alinost 75% of those

who were seen had not been exposed to sarin

(Bowler, Murai, & True, 2001). Also, reactions to
various biological or chemical agents may mimic
stress reactions or psychiatric problems (Ursano,
Norwood, Fullerton, Holloway, & Hall, 2003),
making differential diagnosis difficult.

In addition to initial triage efforts, some ap-
proaches to early posttrauma intervention include
an effort to identify those who are expected to be at
risk for development of chronic problems so that
preventive interventions can be delivered (Ruzek,
in press). There is, however, a limited current
ability to accurately differentiate in the first weeks
between those whose distress and traumatic stress
reactions will improve without help and those
whose symptoms are unlikely 1o remit. After sev-
eral months have passed, accuracy improves.

Nonetheless, identificatton of those who may
be in need of mental health tntervention occurs at
all stages of response. Gross indicators of risk may
be sufficient in some circumstances. These include
severe direct exposure to the afterrnath of violence,
destruction, and traumatic loss. For example, in
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the aftermath of 9/11, such groups included be-
reaved families, those evacuated from workplaces,
and those involved in the recovery of remains. In
the context of face-to-face interactions, outreach
workers and mental health counselors routinely
make judgments about whom to refer for coun-
seling, In current disaster mental health practice,
people who are using FEMA-funded crisis coun-
seling services typically receive briel counseling
{e.g., 1-3 sessions), and if they determine the
need, crisis counselors refer these help seekers te
more intensive mental health counseling. How-
ever, most disaster mental health training materials
devote relatively little attention to evidence-based
criteria for referral (Young, Ruzek, & Pivar, 2001),
and little is known about how these determina-
tions of need for referral are actually made.
While triage decisions are necessitated in many
postdisaster environments, there is ongoing debate
about the application of systematic screening to
identify those who may need more intensive

Provide for basic survival needs and comfort
Help survivors achieve restful, restorative sleep
Preserve an interpersonal safety zone protect-
ing basic personal space {privacy, quiet, per-
sonal effects)

Provide nonintrusive ordinary social contact
Address immediate physical health problems
or exacerbations of prior illnesses

-Assist in locaring separated loved ones and
friends and verifying their safety

Reconnect survivors with loved ones, [riends,
trusted others

Help survivors take practical steps to resume
day-to-day life

Help them take practical steps to resolve
pressing problems caused by the trauma (e.g.,
housing, finances)

Facilitate resumption of normal family, com-
munity, school, and work roles

Provide opportunities for grieving

Help them reduce problematic tension or an-
Xiety to manageable levels

Support helpers with training in common re-
actions and stress management techniques

. Source: Veterans Health Administration (2003).

»
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Figure 18.1. Some elements of management
of acute stress reaction

mental health services, Wessely (2003) maintains
that screening that is intended to facilitate the
prevention of posttrauma psychological disorders
should meet a variety of conditions, including that
spontaneous recovery is unlikely, that those who
are screened would not have presented for care in
the absence of screening efforts, that there is a
proven intervention for those detected, that the
anticipated benefits of screening outweigh the neg-
ative consequences, that screening and treatment
are acceptable to those screened, that a validated

“screening tool is available, and that evidence in-

dicates that early treatment will lead 1o better out-
comes than late treatment,

At present, these questions cannot be answered
in the affirmative for early screening, Qur ability to
accurately identify those who are at risk for chronic
problems is limited. Early symptom levels are not
necessarily indicative of risk, and predictors of
PTSD may vary significantly across trauma popu-
lations (Brewin, Andrews, & Valentine, 2000);
moreover, the chailenge is to predict other pro-
blems in addition to PTSD, including other anx-
iety, substance use, and mood disorders (Yehuda,
McFarlane, & Shalev, 1998). Bryant (2003) has sug-
gested that it may be premature o identify people
for intervention before 2 weeks posttrauma, that
active cognitive-behavioral intervention should not
be offered earlier than 2 weeks, and that delay in
intervention may be recommended in part because
it may allow time for survivors to marshal resources
and deal with practical problems.

With regard to postiraumatic stress sympioms,
screening is possibly most effective several months
posttrauma. In this context, validated screening
tools and evidence-based treatmest for PTSD have
been developed. Following the World Trade
Center attacks in New York, Project Liberty created
a range of services intended to help the commu-
nity; in its second year of operation, a paper-and-
pencil screening tool was used to identify those
who might benefit from a referral for more ad-
vanced services. Also in New York, Difede, Ro-
berts, Jaysinghe, & Leck (n.d.} have developed a
screening program for emergenicy relief workers
who responded to the attacks. They used a battery
of well-validated measures to screen for PTSD and
other mental health disorders. There is a need
for systemaric evaluation of both early and later
screening initiatives, related to their predictive va-
lidiry, impact, and cost-effectiveness.
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Selected Folfow-Up With Survivors

One approach worth considering is the delivery of
routine telephone follow-up menitoring of survi-
vors who appear to be at risk for continuing
posttrauma problems on the basis of known risk
factors. This “screen and treat” {Brewin, 2003)
approach has several potential benefits. 1t would
identify those who should be monitored, not those
who require early intervention. A simple request
for permission to recontact a surviver at a later
date may be less stigmatizing or less likely o en-
gender negative responses from oneself and others,
it is probable that such a follow-up opportunity
will be welcomed and seen as a sign of significant
interest and commitment on the part of the prac-
titioner and parent organization. Those who do
not wish to be followed up can simply deny per-
mission. People will differ in their receptivity
to offers of counseling at different points in time,
and this approach may provide the survivor with
multiple opporttunities to seek services, If a survi-
vor continues to report mental health problems 3
months afier the rterrorist event, counselors may
have more confidence in the person’s need for
more formal help.

Survivor Education

One practice that remains widely supported ac all

stages of terrorism and disaster response is edu-
cation for survivors and the community at large.
However, it is important to note that this practice
has not been empirically validated. Nonetheless,
brief educational efforts are relatively nonstigmat-
izing and generally appreciated by survivors; they
are. Jow-cost [orms of care that may be delivered
through informal conversations or in structured
formal presentations, After terrorist events that
affect Jarge numbers of people, such educational
information will need to be delivered via cost-
effective public media presentations, written ma-
terials, and group educational activities. Generally,
educational content is selected for the following
reasons:

» to help survivors better understand a range of
postirauma responses

+ to normalize responses so that survivors come
to view their posttrauma reactions as typical
{c.g., not as reactions to be feared, signs of
personal weakness, or signs of mentat illness)

» to increase survivors’ use of social support

4
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« to increase adaptive ways ol coping with the
trauma and its effects and decrease proble-
matic forms of coping (e.g., alcohol con-
sumption, social isolation)

» [0 increase survivors® ability to help family
members cope (e.g., information about how to
talk to children about what happened} and, in
some cases, include entire families in educa-
tional efforts

=10 help survivors recognize the circumstances
under which they should consider seeking
counseling and to reduce obstacles to seeking
therapeutic help {e.g.. misperceptions of
helping services, perceived stigma)

+ to inform survivors where they can obtain
additional help, including mental health
counseling

An important early goal of educational inter-
vention is the normalization of stress reactions,
and research is needed to examine the normal-
ization process and our ability to influence it
indeed, the emphasis on reducing fear and mis-
interpretation of acute stress responses is con-
sistent with some current theories of PTSD {e.g.,
Ehlers & Clark, 2003). 1t is important that mental
health responders ask about survivors’ perceptions
of their own reactions and help them better un-
derstand and manage them. Efforts should be
made to reduce shame or embarrassment at seek-
ing help, and mental health services should be
described as commonsense and practical oppor-
tunities for support.

A challenge will be to combine educatisn about
stress and coping with information about the
aftermath of the event. In bioterrorist incidents,
mental health providers will need w0 work with
medical educators to provide accurate and timely
information about issues such as the biological
agents, infection control, the care of seriously ill
persons, and the unfolding situation itself in ways
that are consistent with media-delivered public
health messages. Another challenge will be t pro-
vide care for [amilies, who in some cases may need
the information conveyed at several different de-
velopmental levels.

Enhancement of Social Support

Postterrorism care should include significant efforts
to increase social support for survivors. Although
the ways in which support can help or hinder
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recovery are not well understcod, research does
indicate that perceived social support is related to
posttrauma and postdisaster outcomes. Lack of
social support after a trauma is a risk factor for
PTSD (Brewin, Andrews, & Valentine, 2000), and
greater received and perceived social support has
been associated with less distress among disaster
survivors {Norris, Friedman, Watson, Byme, Diaz,
et al,, 2002). Declines in soctal support account
for a large share of disaster victims® subsequent
declines in mental health (Norris et al., 2002).
Rather than seeking out mental health profes-
sionals, those affected by terrorist events primarily
turn for help to nonprofessional sources such as
family, friends, and colleagues (Luce & Firth-

Cozens, 2002). As a result, mental health profes-

sionals must work with natural helping networks to
increase support over time. In the immediate
‘aftermath of a terrorist eveny, it is standard practice
to make efforts to reestablish contact berween dis-
aster and terrorism survivors and their loved ones.
Disaster workers also advise survivors to spend time

with farmily and friends and to seek and offer sup-.

port. Support groups are often established by
helping professionals, and self-help groups some-
times provide significant opportunities for mutual
helping,

In addition to the routine enhancement of
social suppore with affected people, families, and
communities, mental health providers should un-
dertake to identify those who are socially isclated
or lacking in social support and, if judged ap-
propriate, take steps to increase their access to
support. They should alse routinely assess the
interpersonal functioning of survivors and make
efforts to maintain interpersenal functioning in
those whose relationships are suffering as a result
of exposure to the terrorism or disasrer stressors.
Exposure to terrorism and the development of
PTSD and other problems may impair the survi-
vors’ relationships with significant others, includ-
ing spouses or partners (North et al., 1999). This
impairment may be commen, for example, among
emergency workers and their spouses.

Coping Skills Training

Disaster mental health responders routinely pro-
vide written materials about coping and review
ways of coping with survivors. This instruction is
primarily conveyed through brief advice and is a

‘maladaptive

simple low-intensity element of stepped care-that
reaches large numbers of survivors. When disaster
mental health counseling settings provide oppor-
tunity for multiple contacts with survivors who are
experiencing significant postevent problems, it is
possible to go beyond the simple sharing of in-
formation to provide coping skills iraining. Such
guidance can help survivors learn how to do the
things that will support their recovery by delivering
a cycle of instruction that includes education, mod-
eling, coaching, repeated praciice, and feedback.
It can also include between-session task assign-
ments with diary self-monitoring and real-world
practice of these coping mechanisms. Skills taught
in this way can inciude anxiety management
(breathing retraining and relaxarion), challenging
thoughts, emotional “grounding”
(Najavits, 2002), anger management, and problem-
solving skills. As noted previously, stress inoc-
ulation training (anxiety management) has been
effective as a treatment for chronic PTSD {e.g., Foa
et al., 1999).

To date, attempts to train survivors in these
skills have not been systematically undertaken or
evaluated in the context of disaster and terrorism.
However, a single session of telephone-delivered
anxiety management training has been shown to
decrease anxiety among lsraeli citizens who were
worried about the possibility of a Scud attack
{(Somer, Tamir, Maguen, & Litz, 2005). When ci-
tizens called a hotline as a result of Scud-related
distress, they were randomized to either cognitive-
behavioral interveniion or a standard hotline
counseling {uncenditional positive regard, em-
pathic listening, validation, social support) control
group. The intervention lasted around 15 minutes
and included normalization of stress respomses,
instruction in diaphragmatic breathing and cog-
nitive restructuring, phone practice of the latter
techniques, and assignments to practice at home.
Compared with standard hotline practice, the ex-
perimental intervention was associated with sig-
nificantly less distress, anxiety, and worry about
missile attack 3 days after the counseling. In ad-

_dition to its innovative telephone delivery system,

this project is significant for its demonstration of
the utility of anxiety management skills training
for those affecied by disasters and terrorism. Also
important is the fact that paraprofessional hot-
line counselors were tramed in the anxiety
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reduction intervention via a single 5-hour training
workshop.

Interventions for Survivors Experiencing
Significant Problems

As noted in the context of coping skills, some
people whose problems do not respond to simple
advice or education may benefit from multiple-
session or intermediate-intensity interventions. For
example, ASD has been established as a relatively
strong predictor of development of chronic PTSD,
and a cognitive-behavioral approach that includes
education, anxiety management training, imaginal
exposure therapy, in vivo exposure, and cognitive
restructuring (cognitive therapy) has been shown to
be significantly more effective in preventing PTSD
and in decreasing depressive symptoms than simple
education and support. To date, this approach has
been tested with individual survivors of motor ve-
hicle accidents, industrial accidents, and nonsexual
assault that meet criteria for a diagnosis of ASD
(Bryant, Harvey, Dang, Sackville, & Basten, 1998;
Bryant, Sackville, Dang, Moulds, & Guthrie, 1999).
It has been delivered over the course of four to five
individual therapy sessions and initiated about 2
weeks after the trauma. In a long-term follow-up of
those receiving their intervention, Bryant, Moulds,
-and Nixon (2003) reported that, 4 years alter being
helped, participants who had received the CBT
intervention showed a lower intensity of PTSD
symptoms than those receiving education and
support.

Intermediate intensity services may hold pro-
mise for incorporating effective behavior-change
methods (e.g., cognitive restructuring, anxiety man-
agernent, therapeutic exposure, skills training,
seif-monitoring, social reinforcement) while re-
quiring fewer resources than full mental health
treatment, but they have not been tested with mass

violence or disaster survivors as an early phase
postdisaster intervention. However, Gillespie et al.
{2002) conducted an open trial of a cognitive-
behavioral therapy delivered between 1 and 34
months (median 10 months) postattack with sur-
vivors of the 1998 Omagh terrorist bombing in
Northern Ireland who had developed PTSD.
* Ninety-one patients who met the criteria for PTSD
resulting from the bombing received 2-78 sessions
{with a mean of 8) of a treatrment that combined
imaginal exposure with cognitive therapy; 37% of

the survivors were treated in 5 or fewer sessions.
Seventy-eight patients demonstrated significant
pre-post improvement on standardized measures
of symptoms from the treatment, with an effect
size for improvement in PTSD symptoms of 2.47 (a
magnitude of change comparable to or larger
than controlled trials of CBT for PTSD). In this
demenstration study, intensity of care (i.e., num-
ber of sessions) was determined by response to
mtervention and varied from a few sessions to
many.

A cognitive-behavioral intervention was also
delivered to some of the survivors of the New York
City World Trade Center attacks, beginning ap-
proximately 18 months after 9/11, as part of an
“enhanced” service olfered under the auspices of
Project Liberty crisis counseling programs. Com-
posed of psychoeducation, coping skills training,
and cognitive restructuring delivered in 9-12 ses-
sions, it was provided to users of crisis counseling
services who screened positive on a paper-and-
pencil selection tool and was well received by
providers and survivors (Norris et al., in press).
Clinicians reported that this intervention was well
received by clients, but no formal outcome as-
sessment has been conducted to date.

In the years following an event affecting large
numbers of survivors, many can- be expected lo
develop chronic problems, including PTSD, despite
the availability of crisis counseling services. Af-
fected communities should continue to detect and
treat PTSD in survivors who have not sought or
benefited from access to these services. Postterror-
ism mental health response must therefore be ex-
tended in time and incorporate the implementation
of screening programs in key community settings
where survivors may present for help (e.g., primary
care) and training of mental health providers in the
evidence-based treatments discussed earlier. Such
screening and treatment practices do not currently
represent standard care in medicine and mental
health.

Toward Terrorism-Related,
Situation-Specific Interventions .

Those who provide mental health services in the
wake of terrorist attacks may be challenged to
extend conventional disaster mental health ap-
proaches to meet the challenges associated with
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specific postterrorism sjtuations. For example,
specific interventions for people who have experi-
enced actual and perceived toxic exposure are not
part of conventional disaster mental health training
and require more development. In fact, the physical
interventions that may be needed in terrorism
environments—barrier environments, quarantine,
restricted travel, mass immunization, use ol gas
masks, decontamination, and destruction of per-
sonal clothing and property—imay increase stress
levels among survivors (Holloway, Norwood,
Fullerton, Engel, & Ursano, 1997, Norwood,
2001), and mental health activities may need to
focus on assisting survivors in coping with these
interventions. For example, in situations involving
the delivery of vaccinations (or other medical pro-
phylaxis), survivors may benefit from interventions
that inciude assistance with decision making or
address adherence to a physician’s instructions. The
wearing of gas masks has been associated with
anxiety and panic in some people (e.g., Caymeli,
Liberman, & Mevorach, 1991; Rivkind et al,
1969), and mental health providers may be called
upon to assist people in adapting to this equipment.

Those who are evacuated due to environmental risk .

may represent a high-risk group and may beneht
from support and training before, during, and after
their move.

Terrorist events can also involve ongoing ex-
posure to legal proceedings, and mental health
providers may need to help survivors manage trial-
related stressors and exacerbation of distress. For
example, following the bombing of Pan Am Flight
103 over Lockerbie, Scotland, those affected were
provided with a Lockerbie trial handbook, oppor-
tunity to observe the trial proceedings via remote
closed-circuit viewing, and funds to enable victims’
family members to receive mental heaith counseling
throughout the trial process {(Smith, Kilpatrick,
Faisetti, & Best, 2002). In some postterrorism en-
vironmments, the risk of community violence can be
expected to increase. This may be due to 2 break-
down in sccietal order ot may affect particular
segments of the community. For example, after the
attacks of 9/11, violence and threats of violence
against Arab Americans increased, meaning that
mental health response was charged both with at-
tempting to prevent or reduce anger and perpetra-
tion of violence and with helping Islamic families
cope with situations of increased risk of harm.

Coping With the Continuing Threat of Terrorist

Although some interventions exist to help in-
dividuals cope with the aftermath of 1rauma and
terrorism, there is scarce information about how to
help people desl with the ongoing and potential
threat of terrorism, especially in communities at
risk. In order to better understand how to inter-
vene in these communities, if is important to un-
derstand which types of coping styles produce the
best mental health outcomes, especially in those
who demonstrate resilience amid the threat of
TeTTor.

Following the tragedies of 9/11, the possibility
of another terrorist attack in the United States was a
looming threat, and U.S. citizens were warned to be
on constant alert for suspicious activity. In this
context, Silver, Holman, McIntosh, Poulin, and Gil-
Rivas (2002) examined coping styles in a national
semple and reported that, § months after the at-
tacks, active coping (e.g., taking action to improve
the situation) was inversely associated with distress
and general anxiety. Conversely, denial, self-blame,
and behavioral disengagement {i.e., giving up)
predicted higher levels of distress. Furthermore,
PTSD symptom severity 6 months after /11 was
predicted by acceptance (e.g., leaming to live
with the situation), behavioral disengagement, de-
nial, seeking social support, seli-blame, and self-
distraction (e. g., turning to work to rake one’s mind
off of the situation). Overall, active coping seemed
to lead to the best adaptation to the ongoing ter-
rorist threat.

Given that most people will indeed cope well
with the threat of ongoing terror and prove to be
resilient, understanding the conditions that pro-
mote adaptation is a key ingredient in intervening
appropriately with those who are not able to cope
effectively. In the contexr of the attacks on 9/11, a
prospective study was conducted in which people
were surveyed prior to the terrorist atacks and
apain after they had occurred. Fredrickson, Tugade,
Waugh, and Larkin (2003) determined thar re-
silient individuals were able to find positive mean-
ing in daily hassles and stressors and also reported
more positive emotions and fewer negarive ones
following the attacks. Furthermore, there was an
inverse relationship between resilience and de-
pression symptoms, and this relationship, as well as
that between resilience and growth in psychological
resources, was mediated by positive emotions.
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Positive emotions seem to be an important com-
ponent in coping with the ongoing threat of ter-
rorism and serve as a protective factor against
negative psychological symptoms and distress.

There have also been a number of siudies
conducted internationally that help shed light on
effective coping amid the threat of terror. Israel is a
country in which the threat of terrarism is a
chronic concern; it is an environment that is quite
different from the United States, where overt ter-
rotist acts are still a rarity. Consequently, Israelis
have been living with the threat much longer than
citizens in many other countries, which provides a
unique perspective on how people cope with on-
going threat. In two swudies, both adufis and
children who employed problem-focused coping,
as compared to emotion-focused coping, did worse
in the long run. Weisenberg, Schwarzwald, Ways-
man, Solomon, and Klingman (1993) surveyed
children who were ar risk for Scud attacks, and
Gidron, Gal, and Zahavi {1999) surveyed adults
who were at risk of wransportation explosions.
Measurement lmitations (i.e., unstandardized mea-
sures of coping), administration dming {i.e., mea-
suring coping directly following a terrorist event
that obhuscates whether the types of coping mea-
sured are beneficial in acute versus chronically
threatening situations), and specificity of coping
reaction (ie., whether ways of coping were eval-
uated generally versus encompassing methods
specific to the terrorist events that preceded the
surveys) were among some of the limitations of
these studies.

Researchers have also measured coping in
Ireland and France. In Northern lreland, Caimns
and Wilson (1989) found that those who were
living in higher-violence areas used more distan-
cing. Regardless of the actual violence in their
neighborhood, people who appraised the violence
as more severe used mare social support seeking
and less distancing (i.e., these were the two types
of coping examined in this study). Therefore, those
living in areas with greawer potential for violence
tended to distance themselves from the situation in
order to cope. Limitations of the study included
failure to test for assoctation with mental health
outcomes and failure to include a wider variety of
ways of coping. In France, following a terrorist

attack in a Parisian subway, Jehel, Duchet, Pa- _

terniti, Comsoli, and Gueli (2001) surveyed

victims of the bombing attack 6 and 18 months
later and found that emotion-focused coping was
positively associated and problem-focused coping
was negatively associated with PTSD symptoms.
Both of these studies surveyed individuals about 6
months after the attacks and occurred in countries
that do not have to confront chronic terrorist at-
tacks (i.e., these horrific situations were novel).
These results are similar to those of Silver et al.
(2002).

The need tw focus on promoting positive
emotionality in the context of coping with the
threat of terrorism is an important intervention
method that emerges from existing research. In-
deed, positive emotionality has been demonstrated
ic be a resitience factor in several recent studies
involving people who have been exposed to
stressful events (e.g., Tugade & Fredrickson,
2004), and positive emotionality is consistently
associated with growth following trauma (Liney &
Joseph, 2004). Therefore, promoting positive
emotionality in the context of coping with the
threat of terror will perhaps allow people to be
more resilient in the context of ongoing threat.
With regard to optimal types of coping, study re-
sults are challenging to disentangle, given the di-
versity of environments and situations in which
the studies were conducted. Many more studies
should also be conducted before firmly drawing
any conclusions about coping with an ongoing
threat of terrorism. Nonetheless, one possibility
is that emotion-focused coping may promote bet-
ter health in chronically terroz-ridden environ-
ments immediately following a terrorist event.
Conversely, problem-focused coping may be more
helpful in environments where terrorism is rarer in
order to cope with the threat many months after a
terTorst event,

Given the scarcity of studies that examine
coping with the threat of potential terror, con-
clusive recommendations are difficult to make;
however, at least one study has demonstrated that,
although most people will have adequate resources
and support to cope with the threat of terrorism on
their own, cognitive-behavioral techniques such as
relaxation training and modifying irrational beliefs
about the threat may be helpful to people who
require further assistance (Somer et al., 2003).
Even for the average person who is not unduly
burdened with the threat of potential terror,
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challenging occasional maladaptive thoughts and
relaxation techniques may be helpful.

Actual and Perceived Toxic Exposure

Biological terrorism is a serious threat that may be
especially frightening for affected populations, Noy
{2002) maintains that a primary prevention pro-
gram is the most important compenent in the
protection of citizens against biological warfare
and that {ailure to implement such a program will
result in maladaptive coping and an unmecessary
increase in somatic and psychological casualties.
Previous studies have suggested the importance of
not only educating the masses about how to re-
cognize the signs of a biologicat attack, which is an
fmportant goal in and of itself, but also preparing
psychologically for such an attack (ie., how to
regulate anxiety about the threat of an attack). For
example, during the Scud atracks in 1992, Israelis
were taught how to use gas masks in preparation
for biological warfare, given instructions on pre-
paring sealed rooms, and provided with guidance
about when to seli-administer antidote injections,
When Scud missiles were eventually launched,
they did not contain biological warheads as feared.
Nonetheless, the missiles caused widespread de-
struction, in some cases resulting in death. A study
reviewing the medical records of patients who
were hospitalized as a result of the attacks de-
termined that 43% of these cases resulted from
the victims’ psychological response to the assault
(Bleich, Dycian, Koslowsky, Solomon, & Wiener,
1992} Furthermore, 27% of those who were
hospitalized had mistakenly injected themselves
with an antidote, and there was a great deal of
overlap between mistaken antidote injections and
individuals classified as psychological casualties.
Given these high rates of psychological hos-
pitalization, one specific intervention recom-
mendation would be 1o systematically educate
citizens about psychological reactions to the threat
of terrorism. This could be done in conjunction
with education abour different biological agents,
how to recognize signs of a biological attack, and
specific behavioral steps that should be taken in
the event of such an atrack. Educating the public
about psychological responses and how to coun-
teract them (e.g., challenging irrationa} thoughts,
relaxation training) is arguably an important step
toward minimizing psychological casualties in the
event that such an attack should occur and méy

reduce the burden of preventable admissions.
Benedek, Holloway, and Becker (2002) conternd
that lucid, consistent, easily available, dependable,
and redundant information that is distributed from
reliable sources will curtail uncertainty and fear
about the cause of a symptom and that the absence
of such informaton is likely to be associated
with unnecessary treatment and use of resources.
Particular attention should be given to special
populations, such as patients with preexisting an-
xiety disorders who may have difficulty following
instructions that would ensure their survival. As
was the case in Israel, individuals with preexisting
anxiety disorders may develop anxiety attacks
when faced with taking steps to ensure their safety,
such as utilizing a gas mask during a possible
attack (e.g., Rivkind et al., 1599).

Education also should be provided concerning
which types of samples to submit for further test-
ing, given that public health laboratories may
ctherwise be overburdened with samples, thus
taxing existing resources. For example, following
the deaths due to anthrax, one state public heaith
laboratory received 1,496 environmental submis-
sians of anthrax, all of which tested negative for
bioterrorism agents (Dworkin, Ma, & Golash,
2003). Education is important not only to preven
putting an unnecessary burden on the public
health systemm but also to ensure that suspected
outbreaks are reported in a timely and efficient
manner. For example, Ashford et al. (2003) have
reported that, for six outbreaks in which bio-
terrotism or intentional contamination was possi-
ble, reporting was delayed for up to 26 days,
arguing that education and frontline work by
healthcare professionals and local health depart-
ments are crucial to the dissemination of critical
information.

Health

Many of those affected by terrorist events will
complain of health or somatic symptoms, especially
in connection with events involving possible ex-
posure to chemical, biological, or radiological tox-
ins. Both medical professionals and mental health
professionals will face the challenge of distin-
guishing symptoms of actual exposure from stress-
related somatic symptoms, and the relationships
between stress and health difficulties will be diffi-
cult to interpret in many cases. Having the best
possible information is important if menal and
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medical health providers are to help reduce anxiety-
eliciting misinformation and rumor (Hyams, Mur-
phy, & Wessely, 2002).

For those with inexplicable health problems,
Fischoff and Wessely (2003) have outlined some
simple principies of patient management that may
be useful in the context of terrorist attacks: Focus
communication around patients’ concerns; orga-
nize information coherently; give risks as numbers;
acknowledge scientific uncertainty, use univer-
sally understood language; and focus on relieving
symptoms. Although relatively little is known
about ireating these problems, a recent clinical trial
comparing treatments for Gull War illness may
have some relevance to similar complaints asso-
ciated with terrorist incidents. Donata et al. (2003)
have reported that both cognitive-behavioral group
therapy (CBGT) and exercise were effective; CBGT
improved physical function, whereas exercise led
to improvermnent in many of the symptoms of Gulf
War veterans’ illnesses. Both treatments improved
cognitive symptoms and mental health functioning,
but neither improved pain. In this study, CBGT

was specifically targeted at physical functioning,

and included time-contingent activity pacing,
pleasant activity scheduling, sleep hygiene, asser-
tiveness skills, confrontation of negative thinking
and affect, and structured problem-solving skills.
The low-intensity aerobic exercise intervention was
designed to increase activiiy level by having veter-
ans exercise once per week for 1 hour in the pre-

sence of an exercise therapist and independently -

two to three times per week.

it is likely that most of those who seek help
for stress-related complaints will focus on physical
symptoms and present in emergency medicime
{Ruzek, Young, Cordova, & Flynn, 2004} and
primary care medical settings rather than to crisis
counseling services. This can he expected both
immediately following possible exposure, when
large numbers of people have begun to worty even
before the extent of actual community and in-
dividual exposure is known, and in the months and
years postdisaster, when people visit their physi-
clans with stress-refated health concerns (e.g.,
headaches, sleep difficuities). For the primary care
provider, this means that patents will require
screening for exposure to traumatic events and
posttraumatic symptomatology. In the months and
years following an event, systematic screening can
lead to better identification of stress-related pro-

blems and increased rates of referral for men-
tal health care (cf. Leskin, Ruzek, Friedman, &
Gusman, 1999).

Service Delivery Challenges in the
Postterrorism Environment

The Context of Ongeing Threat

As mentioned earlier, many terrorism situations
present a continuing possibility of additional at-
tacks. Circumstances of ongoing threat may create
anticipatory fears (Piotrowski & Brarnon, 2002,
Silver et al., 2002), sustain anxiety, and potentially
interfere with recovery in those who have survived
a previous attack, Some evidence suggests that the
disrupted daily routines created by these circum-
stances may be associated with PTSD symptoma-
tology (Shalev, Tuval-Mashiach, Frenkiel, & Hadar,
2004). Because interventions that are designed for
the treatment of PTSD have heen applied primarily
under conditions of relative safety (i.c., threat of
continued harm is minimai), questions can be
raised about their generalizabitity 1o some terrorist-
threat environments. [f realistic ongoing exposure
to continued attacks is part of the environment in
which traumatic stress reactions must be managed,
this may have implications for mental health ser-

vices. Shalev et al. (2003) have described mod-

ifications in the delivery of cognitive-behavioral
treatment for PTSD related to terrorist attacks in
Israel, designed to rellect a terror-ridden environ-
ment, During in vivo exposure assignrnents, sur-
vivors were encouraged to expose themselves to
situations that were clearly safe but not to those
widely considered dangerous and avoided by most
of the populace (e.g., city centers where repeated
bombings had occurred).

They also noted that differences in cognitions
underlying avoidance by the general population
compared with avoidance by those with PTSD.
Members of the latter group were thinking, “if I go,
there will definirely be another attack, and this
time [ will definitely die,” whereas those without
PTSD were thinking, “the risk is very small, but I
really don't need to go and buy a book—it is not
worth the risk” {(Shalev et al., 2004, p. 182).
Cognitive therapy was applied to help the mem-

- bers of the PTSD group modify their beliefs. Fi-
nally, terror survivors in treatment were [requently
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exposed to additicnal traumatic events during
therapy. They were advised to limit indirect media
exposure by not watching detailed news reports,
their appropriate avoidance was characterized as
“positive safety behaviors,” and their goal was
achieving “normal fear.” It can be anticipated that
such pragmatic flexibility in the modification of
interventions will be needed to provide care in the
midst of continuing danger and other challenging
aspects of the postierrorism environment,

Availability of Evidence-Based Services

A second contextual constraint in the posidisaster
envirenment is the likelihood of limited availabiliry
of evidence-based care for PTSD. Most mental
health providers have not heen trained in evidence-
based treatments, and in most affected commu-
nities, the demand is likely to outstrip the supply.
However, recent evidence suggests that mental
health professionals can rapidly be trained in the
delivery of these treatments.

In an important Arst demonstration of the fea-
sthility of training indigenous menszal health provi-
ders in evidence-based treatments, Gillespie et al,
{2002) conducted an open trial of cognitive therapy
with survivors of the 1998 Omagh terrorist bomb-
ing in Northern Ireland. Therapists were National
Health Service mental health providers with no
previous experience in treating trauma. The study
" suggests that this intervention can easily be dis-
seminated and effectively implemented and is pro-
mising for the potential delivery of CBT inter-

ventions by a range of mental health professionals
and paraprofessionals following disasters.

Following the attacks of 9/11, several efforts

‘to wain mental health providers in evidence-
based treatments were undertaken. Nexia, Suh, and
Marshall (2003) described their efforis to provide
systermatic training and supervision in PISD
prolonged-exposure treatment for New York City
therapists (Foa & Rothbaum, 1998). Training was
initiated approximately 2 months after the attacks,
and over a2 12-month peried, more than 500 local
clinicians were trained. This project is notable for
its use of a theory of behavior change to guide the
design of dissemination efforts and its evaluation
of the impact of training activities on changes in
provider attitudes, behaviors, and self-efficacy.

Together, these efforts demenstrate the feasi-
bility of the dissemination of evidence-based

methods of care after an event has saken place, as
well as their potential for reducing PTSD symp-
toms. They also suggest that such efforts will
require workshop-style training, ongoing super-
vision and consultation, and the development of
strategies to maintain delivery of services (cf.
Young, Ruzek, Wong, Salzer, Naturale, et al., in
press). In the New York City training program
mentioned earlier, clinicians perceived clinical case
demonstration as the most valuable training mode;
they also considered role plays as very useful, and
lectures were rated as the least valuable (although
they were seen as useful in giving theoretical in-
formation). Generally, the selection, training, and

. support of providers are critical parts of post-

terrorism response. Preplanned, systematic proce-
dures can be expected not only to improve the
quality of care but also to help in answering
common service-delivery questions: how to ensure
that the large numbers of volunteers who show up
after disaster events are competent to offer help;
how (o incorporate important local systems re-
sources (e.g., local clergy) who do not possess
standard disaster training or credentials; and how
to decide which volunteers 1o turn away.

Obstacles to Mental Health Providers’
Access to Survivors

Reluctance of Survivors to Seek Available Mental
Heaith Care

In most disasters, many of those who are affected
do not use the availahle crisis counseling programs
or the more conventional mental health services.
For example, 3—6 months after the World Trade
Center atracks in New York City, only 27% of
those reporting severe psychiatric symptoms had
obtained mental health treatment (Delisi et al.,
2003). Following the terrorist bombing of Pan Am
103 aver Lockerbie, Scotland, relatively few family
members of those who perished sought counseling,
despite sipnificant levels of distress (Smith et al.,
2002). This reluctance .to use mental health ser-
vices appears o extend to emergency warkers
(e.g., North et al., 2002) and medical staff (e.g.,
Luce & Firth-Cozens, 2002).

Some of this reluctance to use services may
Tepresent an acceptance of posttraumatic distress
that reflects an awareness that some stress symp-
toms are t0 be expected and that life can go on
nonetheless. Some people who endorse high levels
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of PTSD symptoms may not label themselves as
significantly distressed or disabled, as has been
[ound with Israeli citizens exposed to continuous
terror (Shalev et al., 2004). As Shalev and col-
leagues have noted, PTSD symptoms are to be
expected in communities that are subjected to
ongeoing terrorist attacks and may not represent
maladaptive reactions. However, stigma and other
cbstacles likely play an important role as well. For
those who lost family members in the Lockerbie
bombing, the most frequent reasons given for not
using counseling included thinking that they could
handle it with help from family, friends, and their
religious faith; that mental health counseling is a
sign of weakness and felt stigmatizing; that they
could not afford it financiaily; or that they could not
admit to having a problem {Smith et al., 2002}.

It is important to recognize that net everyone
needs mental health treatment and that, for some,
seeking help from one's family, friends, and/or
religious faith is adequate and olfers sufficient
support. However, those who attempt to offer
- evidence-based terrorism and disaster interven-
tions must acknowledge this underurilization of
services and take steps to reduce any obstacles to
appropriate utilization by those in need. Disaster
mental health practice has evolved to address this
reality by including significant outreach compo-
nents. Much help is provided at places where
survivors congregate as mental health responders
offer “therapy while walking around.” Qutreach
workers seek out survivors in shopping malls, on
doorsteps, in workplaces, and at religious gather-
ings. At large events, the mass media are harnessed
to market crisis counseling programs; in New
York, the services of Project Liberty were advertised
via major public education campaigns that in-
volved television spots in which well-known celeb-
rities appeared.

Relatively little is know about how (o encourage
the use of services and how survivors make deci-
sions about self-referral. In much postterrorism/
disaster education, information is presented to help
survivors differentiate berween normal reactions to
the event and those that may warrant counseling.
These efforts are appropriate, bur it is not known
whether they are effective in encouraging appro-
priate self-referral. More efforts should be made to
understand the perspectives of survivors them-
selves, For example, Difede et al. (n.d.) have re-
ported that, among emergency services workers

who responded to the World Trade Center collapse,
distress at trauma reminders was seen as a normal
reaction to the evenis and not a reason to seek
treatment. Rather, anger, irritability, and sleep prob-
lems were seen as reasons to seek belp.

A better understanding of whar motivates peo-
ple who need help to actually seek it might be useful
in marketing these services, increasing engagement
in counseling, and widening accepiance of mental

“health referral. Since many disaster and terrorism

survivors will talk to their primary care practi-
tioners, ways of addressing mental health in these
settings will be important. Others will seek assis-
tarce in emergency rooms. More generally, efforts to
destigmatize help seeking are in need of creative
developmenr. One possibility involves having a
mental health worker available at the emergency
room or within a medical practice to help patients
struggling with issues rhat are more psychological in
natyre {ie,, a “one-siop shopping” model of care).
The idea is that, once the patient meets with the
mental health professional and rapport is estab-
fished, transition to shori-term problem-focused
therapy will occur with greater ease.

Restrictions on Physical Access to Survivors

In some events, it may be difficult for mental health
providers to establish face-to-face contact with
survivors. This may be due to restrictions on travel
by authorities, perceptions of ongoing environ-
mental danger (e.g., continuing risk for terrorist
attack or toxic exposure), or, possibly, quarantine.
In situations of ongoing risk of exposure to biolo-
gical toxins, providers themselves may be reluctant
to work with possibly infected survivors. Tele-
phone- or Internet-delivered services may be useful
in these circumstances. Both cognitive-behavioral
telephone {Greist et al., 2000; Mohr et al., 2000;
Somer et al., 2003) and Internet-interventions
{Gega, Marks, & Mataix-Cols, 2004) have proven
helpful with a variety of mental heaith problems.
Future research should focus on testing these
modalities of help following a terror event, espe-
cially given their ability to provide a convenient
and stigma-reducing vehicle to promote self-
managemient {Gega, Marks, & Mataix-Cols, 2004).

Providers as Survivors

Especially in large-scale terrorist attacks, many of
those who are called upon to provide mental health
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services will themselves be affected by the event.
For exampie, following the ©/11 terrorist attack,
many employees of the Pentagon’s Family Assis-
tance Center were in the building when it was hit or
lost friends and c¢olieagues (Huleatt, LaDue, Leskin,
Ruzek, & Gusman, 2002). In some events, mental
heaith workers may be concermed about the well-
being of their loved ones. The {act that, in some
scenarios, workers will have been exposed to the
terrorist event and will themselves be experiencing
stress reactions may affect their ability to respond
and provide care. For example, in a simulation of
a biological outbreak, some tesponders and their
spouses disagreed about reporting for duty (Di-
Giovanni Jr., Reynolds, Harwell, Stonecipher, &
Burkle Jr., 2003). In the 1994 outbreak of plague in
Surat, India (Ramalingaswamti, 2001), doctors were
among the estimated 600,000 people who fled the
city, believing that nothing could he done to ef-
fectively treal the outbreak. In designing mental
health response postterrorism, it will he impertant
to anticipate that staff will experience conflict be-

~tween their work and personal/{amily roles. Sys-
tematic staff care procedures should be developed,
and steps should be taken to minimize the extent
to'which staff memhers may be distracted by con-
cerns about their family and/or community (e.g., by
establishing systems to enable stafl contact with
toved ones).

Future of Mental Health Response
in Terrorism

Changing Models of Disaster Mental
" Health Service Delivery

Psychological research on prevention of PTSD and
other posttrauma problems has implications for
delivery of posttertorism care. Potentiaily valuable
is an effort to synthesize lessons learned from
different groups of trauma survivors, for whom
early intervention services have often evolved in-
dependently with resulting differential strengths
{Ruzek, in press). However, ways of integrating
psychological treatment and disaster mental health
“resilience” perspectives requires development and
experimeniation. In the context of terrorism and
_other community disasters, emphasis on the iden-
tification of vulnerable or high-risk individuals and

groups conflicts with an evident need o view af-
fected people and communities as survivors and to
emphasize capacity and commitment to resist ef-
forts at intimidation and to overcome adversity
{Hyams et al., 2002).

On the other hand, in the aftermath of the
events of 9/11, there was considerable questioning
of the fit between the disaster mental health crisis
counseling program model (with its emphasis on
normalization and low-level interventions for
many people) and the significant mental health
impact of such a high-magnitude terrorist event
(Norris et al., in press). Much concern was ex-
pressed about the adequacy of such briefl inter-
ventions {or survivors who were the most severely
affected. The inclusion of enbanced, moderate-
intensity services is part of an ongoing evolution of
disaster mental health practice to meet the needs
of such groups (Gibson et al., in press).

Many of the procedures that have been devel-
oped as mental health interventions are based on
an educational, skills-training model. Cognitive-
behavioral interventions {or pestiraumatic stress in
particular are based on a model that stresses that
posttrautna problems are the outcomes of normal
adaptive learning processes (Follette & Ruzek, in
press) and interventions derived from the model
are often relatively brief, pragmatic, and goal di-
rected, features that lend themselves to application
following disasters and terrorism.

Technology and Terrorism Response

Communication technologies will be increasingly
harnessed to provide interventions for individuals
and groups in {uture terrorist artacks and disasters.
The Project Liberty 800-number hotline operating
in New York was widely hailed as a major source
of support and referral information for survivors
and a key useful feature of 9/11 response (Norris
et al,, in press), and it can be assumed that similar
efforts will be widely implemented in the future.
The demonstration that anxiety management may
be effectively undertaken via telephone will only
accelerate exploration of phone services. Similarly,
the Interner saw significant use during 9/11 thar
prefigures wider application. The Project Lib-
erty website Chttp:/Awww projectliberty.state. ny.us/)
provided information and other services to crisis
counselors and terrorism survivors alike, and the
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National Center for PTSD site (hitp/fwww
ncpisd.org) attracted a heavy volume of traffic. Be-
cause of their capacity to reach large numbers of
aftected individuals and their relative ease of use and
circumvention of concerns about stigma and con-
hidentiality, these technologies have significant po-
tential to become a key element of stepped care,
supplement face-to-face care, and improve post-
disaster response (Ruzek, 2002a).

Summary

No individual victims, groups of vicims, or com-
munities victimized by terrorism escape unscathed.
However, most people will not develop formal
long-term mental health disturbances. The key
practical, ethical, logistc, clinical, and adminis-
trative challenge in the aftermath of mass violence
is to.identify those who are most at risk for chronic
posttraumatic mental health problems and func-
tional impairments. Secondary prevention of these
problems is critical because the life-course impact
of trauma for those most at risk is pernicious and
disabling. Unfortunately, risk and resilience re-
search is in its infancy. However, there are rules of
thumb to guide eflorts at devoting resources to
those most at risk following a terrorist attack; the
most important risk factors are, in order of im-
portance, degree of tife threat and loss of life,
traumaric loss, direct exposure to the aftermath of
violence (e.g., seeing the dead and dying), and loss
of personal and soctal resources as a result of the
terrorist event. In this chapter we have described
the evidence to support various clinical interven-
tions and strategies to address those most in need.
When there was no evidence to address a given
problem, we offered a set of practical and least re-
strictive options for treating survivots of terror.
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